need of a bed by other patients, severe emotional trauma to the patient and family, value, legal, moral and religious conflicts, and job burnout of care providers for a patient with a life chance <5%, or in case of returning to life with a lower quality of life. [4, 5] Although some discussions were first raised about the end-of-life care measures and not resuscitate of dying patients in 1976, but accepting the issue lasted many years. [6] For example, in the United States, over a 5-year period from 1988 to 1992, the proportion of patients who tend to receive limited services and support at the end-of-life increased from 51% to 90%. Currently, in Europe and America, no treatment is begun for more than 90% of dying patients in the Intensive Care Unit (ICUs), or the treatments are being cutoff. [7] Now, in the US, all hospitals with permission from the Joint Commission on Accreditation of organizations related to health care have considered written and developed policies regarding no resuscitation do-not-resuscitate (DNR). [8] In 1994, with the establishment of Palliative Care Society in Germany, a new view to the order of not reviving the dying patients appeared in the country. [9] Some measures have been carried out in this regard in countries such as South Korea, [10] the UK, [1] India, [7] and even in Muslim countries such as Saudi Arabia. [11] Despite starting the debate in many countries, in many cases, the treatment team refuses to perform or written record of the DNR. They believe that the lack of guidelines and legal support prohibits them from doing so. [12] In this regard, the medical team, especially doctors and nurses believe that having a clear guideline with legal protection can have a significant role in guiding such people and prevent many challenges. [13] The guidelines can be used as a model to guide the implementation of the best options and a suitable framework for clinical decisions, and at the same time as an objective criterion for evaluation of the measures taken. [14] Even a guideline can largely help in challenging problems such as do not resuscitate with high cultural and value load. The guidelines try to improve the health care quality through reducing the treatment costs and variety of care measures. [15] In cases, where a variety of clinical evidence may affect the results of patient care, clinical guidelines can help the health professionals to provide proper and effective care measures. Of course, this does not mean that the guidelines can replace professional judgments. Therefore, clinical guidelines specify the clinical judgment, patient's preferences, and exceptions. [16] The purpose of the guidelines is to get a clear understanding of the decision-making models for all the beneficiaries. [17] Obviously, the development of clinical guidelines based on health care in accordance with each country's culture and religion can effectively help the health care team members in making accurate and appropriate decisions. [18] Today, clinical guidelines provide the best available evidence about the mysteries and dilemmas of health. These guidelines can lead to improved quality of health, reduced unnecessary, and harmful or useless interventions. [16] The countries' cultural and religious diversity have made it nearly impossible to provide an International and guideline regarding DNR of dying patients. [11] Therefore, each country needs to develop such a guideline due to its own cultural, religious, and legal background in this regard. [19] The presence of relevant clinical guidelines supported by law makes it possible for the patient, family, and the health care team provide a respectful death with dignity for their dying patients. [1] According to the above-mentioned, and based on the experience, the researcher working in ICUs and cancer treatment centers has faced several times with cases in which the health care team makes efforts for resuscitation of patients that will not certainly come back to life. In some cases, the family of the patient request DNR their patient. However, issues such as nondeployed and deployed life and present legal rules raised the question for the researcher that whether a guideline for a respectful death with maintaining human dignity can be formulated for dying patients due to cultural requirements and relying on the ethical, Islamic, and national values associated with maintaining humans dignity and rights, considering that Iran is a multi-ethnic and multi-national country? If the answer is positive, who would be obliged to implement these guidelines Thus, focusing on the key challenges in taking care of dying patients, the researchers decided to prepare a draft of clinical guidelines with the main aim of designing and drafting the clinical guideline on resuscitation in dying patients in this regard. Furthermore, the specific objectives of this proposal are as follows: • Identifying, assessment and purification of scientific evidence on how to provide resuscitation to dying patients at national and international levels • Aggregation and consensus of interdisciplinary professionals in decision-making on how to in dying patients • Setting and matching the draft of guideline in dying patients in accordance with local sensitivities (religious, ethnic, and legal).
METHODOLOGY
Despite the large number of guidelines, there is no unique and comprehensive approach on how to design a clinical guideline. In reviewing handbooks on developing guidelines, 15 common stages were found [ Table 1 ]. [15] But what we realized during developing the clinical manual of resuscitation in patients dying suggests that only with the help of these handbooks, we cannot formulate a comprehensive guideline in all cases, especially in the case of resuscitation and CPR. Therefore, only some of their process and stages can be used. Thus, in formulating the present guideline, the methodology of developing guidelines based on the pragmatism philosophy (Pragmatism is a denial of the idea that the function of thought is to explain, represent, or reflect reality (pragmatists consider thought to be a product of the interaction between human and location) was used and followed. 
Subject Explanation
Selecting the guideline subject
The extent of the disease, being controversial, cost, new evidence, potential impacts, interests and attention of society or individuals, variations in care, functionality. [23] Determining the guideline scope Guidelines functional issue (what is the directive's scope? Who is its target group? Where the results are supposed to be used? Are the results directly used in providing health care measures?) specifies the plan framework and helps to its systematic development.
Nurse role/Physician role/Role of the required interdisciplinary person, in each case, such as the religious or lawyers
Its content should briefly describe the epidemiology of the disease or concerns aspects about the relevant health system. Also, the study population, the disease, measures (primary, secondary, tertiary) and treatment intervention should be specified. What disease or intervention is considered is focused at this stage. [14] Identifying the relevant available guidelines AGREE is a tool to verify the accuracy and transparency of the methodology. The initial version of the AGREE instrument is reviewed that its result is AGREEII and a handheld version. AGRRII aims to provide a framework for assessing the quality of guideline, a strategic methodology for developing the guidelines and identify the information necessary for the guidelines.
Members and beneficiaries of using the guidelines
The beneficiaries need to be present in the process of drafting guidelines. Their presence increases the enforcement guarantee of the guidelines, and also makes the group familiar with the needs of beneficiaries. The presence of beneficiaries during the study makes it easier to write the recommendations or suggestions. [22] Shaping the group
Designing the guidelines
There are four main combinations in the expert panel:
Group leader, professional members, caring members/beneficiaries, technical experts
Forming the clinical problem and question
Clinical question should be clear, coherent and focused on the topic. The clinical question is important in two aspects: 1-The literature review is based on this question 2-It facilitates and directs the guideline recommendations. There are no specific recommendations to determine the number of clinical questions, but depending on the subject and range, the number of questions varies. The clinical question should cover all parts of the guidelines issue and avoids the introduction of new sections not specified in the issue. [14] Systematic search for evidence
The process of selecting the evidence must be unbiased. Selecting the evidence must include published or non-published sources and fully answers the clinical question. In addition to searching for evidence, the responsible organizations can be also requested to provide their information to the group. The evidence searching strategy is reviewed in a process approach. Finding evidence has three steps:
The first step search: Specifying all literature reviews and guidelines. [23] Select the evidence relevant to the investigation
The key feature of a search strategy includes its sensitivity (the ability to identify relevant information) and specificity (the ability to eliminate irrelevant documents).
Some of the articles are not suitable studies for entering the study:
Studies with poor methodology, articles that are commercial, promotional literature, articles interpreting the results of other papers, letters to the editor and studies that are the person experiences. [23] Review the quality of evidence The quality of studies should be determined through a survey and assessing the study methodology. Before examining the quality of the studies, the unrelated studies need to be excluded. In a quick review, the abstract of irrelevant articles should be removed. Then, the remaining abstracts must be evaluated based on the available checklists. The abstracts lacking the inclusion criteria have to be removed. Any doubt about the inclusion criteria needs to be investigated. What remains after refining is included in the study. The study selection process should be evaluated and recorded in detail. The study inclusion criteria, in addition to using checklists, are determined by the agreement of the group members. [25] Groups formation, decisionmaking and consensus
The group members need to make collective decisions throughout the development of guidelines. These consensus and collective decisions should about the clinical question, agreement to achieve the best evidence and formulate the recommendations. In most cases, an informal consensus within the group to form the recommendations based on the best available evidence is enough. [23] Scoring the available evidence In developing the guidelines, in addition to using Meta-analyzes, systematic reviews and clinical guidelines, the conducted RCTs and quantitative and qualitative studies with high quality can be also used. [14] .
Setting up the suggestions and recommendations
An important part of the developing the guidelines is to develop the recommendations. Some of the guidelines users do not have enough time to read whole guidelines and their focus may be only on the recommendations. The recommendations are action-oriented, independent, clear, simple, concise and unambiguous statements and show the guidelines outline. Recommendations should be in accordance with the guideline objectives and do not exceed the targets. Also, each recommendation should be approved by some evidence. [24] Consultations with final beneficiaries Consultation with beneficiaries is an integral part of developing the guidelines. The comments received from beneficiaries are vital to guarantee the quality of the study process by them. It is important to specify their views properly. [14] Setting the execution strategies of the guidelines
Updating the suggestions and recommendations
Correcting the potential errors of requirements to design and devise the guidelines During the formulation of guidelines, by inviting the policy makers of the health system and those who have executive responsibility associated with describing the guidelines, the implementation possibility of the guidelines can be increased.
Every 4 years, the guidelines published should be revised by NICE. [14] Set ≠ 1
After selecting the subject of this guideline, in accordance with what is stated above (Relevance of old age, the growing trend of chronic diseases, lack of financial and human resources, imposing huge costs to the patient and society, and diversity in decision-making), Iran is not an exception, and the need to develop a directive in this regard was made in consultation with the team members.
Set ≠ 2
In this study, the scope was primary and before the first session of consensus of "making a decision by the care team on how to resuscitate the dying patients." In the first meeting of the team members of drafting the guideline, the guideline scope was changed to the decision-making of care and treatment team in specialized and subspecialized hospitals on how to do CPR in patients.
Set ≠ 3
In the development of proposal stage, the beneficiaries of the study were selected as the patient, family, caregivers, and policymakers in the field of the health system and all interdisciplinary and related guidelines.
The study had no time limitation in the literature review and focused on the study guidelines on DNR in the world, which were searched with an emphasis on Islamic and legal principles related to decision making on the DNR.
To search for these studies, electronic bibliographic data sources and online databases such as Medline, EMBASE, Springer, Blackwell Synergy, Elsevier, Scopus, Cochran Library as well as databases, including SID, Iran Medex, and Magiran were used. In addition, a manual search was done on articles references. The books on fatāwā (In the Islamic faith is the word for the legal opinion or learned interpretation religious issues) and religious questions from respected Marja' taqlīdī (Islamic experts in areas of jurisprudence (Fiqh) and Islamic law) -literally means "Source to Imitate/Follow" or "Religious Reference"were studied trying to study legal issues regarding do not resuscitation of patients.
After preparing the papers, in the first stage, the titles and abstracts of the papers were reviewed, and related items were included in the study. The full text of relevant articles was evaluated and scored with the help of checklist and tables of evidence. To evaluate the quality of each of the articles, the Tool Review related to the design of that article was used. The studies were reviewed with the help of tools such as COREQ and CASP.
Furthermore, no guidelines were found regarding the use of such guidelines at the national level; only three review articles had been written on this subject. At the international level, the full texts of two guidelines were approved and entered in the interview using the Appraisal of Guidelines for Research and Evaluation Instrument.
In preparation for the interview, some questions in the same format were extracted after the review; questions such as: Then, the set of texts, review was content analyzed, and seven aspects were extracted accordingly. In accordance with the relevant concept of each of the dimensions, the competent ones or process owners of responsible persons and decision-making were considered. These seven dimensions included the medical team (doctors, nurses), economists, religious, ethics professionals, lawyers, patients, and their families.
In the first phase of the work, as the aim was to draft the guidelines on a theoretical basis, therefore, the seven extracted dimensions were considered. A list of experts competent to meet the conditions (being a clinical specialist in the field, having scientific works such as articles and books on the subject) were considered. Based on priority in each dimension, ten people were selected (however, other than the patient and the family). First, we conducted a deep semi-structured interview with the person with priority (with the help of guiding questions obtained during literature review). If the person was not willing to continue the participation, according to the list, we would interview with the next subject. Furthermore, at the end of the interview, we talked about the extracted dimensions and asked the subjects' opinions in this regard. Furthermore, at the end of the interviews of the specific dimension, the subjects might have agreed to go to a group or individual or objected the interview with the individuals of another dimension. For example, the social workers and sociologists were included in these dimensions that were added to the study dimensions in interviewing with the experts, while the majority of subjects, especially medical staff were opposed to the patient and family dimension. They suggested that the cultural context of our society is not now able to talk to the families in this regard. For now, this issue is better raised in the community at the beginning through the media, and decisions in this regard would be made in coming years. One of the main challenges in this stage was referring to the adoption of the charter of patients' rights and the important issue of medical and nursing ethics codes and reports on the process of providing the possible solutions in the work trend. So far, a total of 20 interviews (8 interviews with nurses, 8 by physicians, and 4 interviews with social workers) were carried out. The duration of each interview was 45-60 min, and they were asked to allow audio recording of interviews. At the beginning of each interview, the objectives of the study, the right of individuals to participate or exit from the study at any time of the interview were explained to the participants and informed consent was obtained from them. They were also assured regarding data confidentiality. The author prepared a transcript of the interview text at the end of each interview session and read them several times to reach a deep and accurate understanding of them. Then, the text was analyzed to the smallest meaningful units (codes). The codes were placed in six major categories derived from the literature review.
The permanent and continuous involvement of the subject was used to ensure the credibility and acceptability of data. The codes assessment method by the participants was used. Thus, the initial codes were controlled by the interviewees before classifying in the classes. For coding the codes in the classes extracted, the observer review method (by advisor and consultant professors and two PhD Nursing candidates) was used [ Figure 1 ].
More than 1150 codes have been extracted so far from these twenty interviews that were included into each of the seven dimensions based on conducted content analysis, and the analysis continues until data saturation. The interviews were conducted mostly in the interviewees' offices. In three cases, the respondents were willing to refer the researcher's office at the School of Nursing and Midwifery. The respondents' transportation costs were provided, and they were also given a gift.
Regarding the presence of the patient and family, as mentioned, the participants opposed to doing interviews with family members and patients due to cultural issues and Iranian society nonacceptance of such issues. They believed this would depend on the culture-making through by the media, preparation of brochures, banners, etc. However, for providing maximum variation in sampling and with respect to the fact the acceptance or rejection of the DNR order, the patients, and their families have a fundamental role, the team members of guidelines developing decided to do interviews with this group as well.
Set ≠ 5
The final stage of this study, which is ongoing while writing this article, is as follows:
After doing individual interviews and directed content analysis associated with reviewing the literature, the recommendations were extracted. Then, the final recommendations will be extracted with nominal group technique (NGT).
Nominal group technique
In qualitative research to explore the wide range of ideas or deeply examine a specific question among the target population, the group-based method such as NGT is used. In these methods, the depth and richness of the subject are discussed together. Participants in NGT participate in a structured face-to-face meeting lasting at least more than 2 h with a number of people between 5 and 9; however, some researchers may include more people in the group.
The key issues used at an NGT meeting include the followings:
• The question or questions used in the focused group meeting must be clear and motivating so that will lead to a significant participation and presence • Participants at the meeting must have expertise in the relevant field or have executive powers • The facilitator must be an expert and familiar with the process of the group meetings. [20] In this approach, we invite at least nine people from those interviewed, those with a more key role or the competent people associated with those having a higher executive capability (heterogeneous). Then, the recommendations extracted during the interviews are discussed. The person's statements are put on a flip chart and also recorded, which will be analyzed in three formats of acceptable, need to be further investigated and irrelevant, and at the end, the final recommendations will be extracted. Two qualitative and quantitative approaches can be used for data analysis. In the qualitative method, the quotations can help to explain individual and group thoughts of people.
In quantitative analysis, the two-stage scoring, Delbecq approach is used. Following voting on the recommendations, at the end of the same session, the final results will be shared.
Regarding the holding place for NGT meeting, we have currently made the requirements to hold the meetings in the corresponding author's office, at the School of Nursing and Midwifery in Tehran University of Medical Sciences. The transportation will be provided by them; a fee for them will be also considered. In this session, the article authors (the core members of the guidelines developers) will attend along with representatives of the interviewees. Furthermore, before entering the NGT meeting, the participants will be asked to declare any conflicts of their interest [ Figure 2 ].
Ensuring the reliability of the findings
To ensure the reliability of data derived from interviews with experts, in addition to control them during the meeting, the data will be checked through e-mail with the experts as well. During the development of guideline process, the Conference on Guideline Standardization checklist is also used. The mentioned checklist has 18 items that are particularly used to validate the clinical guidelines, which will be used after writing the drafts of the guideline recommendations. [21] Selecting the guideline subject The participants were assured about the confidentiality of information discussed during the formal and informal interviews. Personal information, political and religious beliefs, and ethnic issues of participants will remain confidential by the researcher. The possibility to announce they are willing to discontinue in participation at any stage of the study is reminding the participants. Article and guideline inclusion criteria are listed in Table 2 .
In drafting guideline, at the beginning of the development program of the guideline, all those in the central core or are technical experts, professional members, and the beneficiaries, need to express any conflicts of their interest honestly. [22] A NICE guide on ethical considerations in the formulation of guidelines believes that the guidelines should be developed in such a way that is bound by the following four basic principles:
• Respect for autonomy (everyone in the community meetings and focus groups has the right to freely express his opinion. During the facilitating sessions of the group, the issue that all the group members express their opinions and not being affected by one or more people who have a higher power should be considered. Furthermore, the guidelines should be developed in such a way that people can freely accept or reject the health care and providing services to improve the health. The concept of patient choice needs to be considered in the guidelines) • Nonmaleficence (Lack of physical and mental harm must be met during the drafting of guidelines. The guideline recommendations should be developed in a way that the minimum harm affects the patient) • Beneficence (It is closely related to the principle of nonmaleficence. The NICE Committee believes that the recommendations should be written in a way the patient is minimally hurt) • Justice (Mismatch between demands and resources in providing health care can lead to injustice. NICE insists that the guidelines should be developed in such a way that justice is met in distribution of services based on the relevant guidelines). [14] 
Table 2: Article and guideline inclusion criteria

Articles inclusion criteria Guideline inclusion criteria
Methodology validation Guideline approval by Appraisal of Guidelines for Research and Evaluation
Articles in Persian and English with full text
The latest or most common version of the guidelines at the national and international levels Articles with the correct methodology (preferably systematic review articles)
Availability of the full version of the guidelines at national and international levels
CONCLUSIONS
Clinical guidelines are often developed and formulated sentences that help the physicians and other health care team members in making appropriate decisions. The use of some guidelines to develop them can be helpful. However, based on this study, one can conclude that the handbooks available in the field of medical issues, which are dependent on the context and culture of each country, cannot be helpful alone. Therefore, in this study, we used the 5-step method that we extracted during the work. There is no strong evidence in this approach to use. However, the agreement of the experts' opinions forms the major basis of the work, and accordingly, a directive based on each country's cultural and religious issues can be formulated.
This study protocol includes informative information for designing and conducting of health professionals intending to create a direct on qualitative, theoretical, philosophical, spiritual, and moral health aspects.
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